
SO-CALLED "SHELL SHOCK": THE REMEDY*

FRANCIS X. DERCUM, M.D.
PHILADELPHIA

The problem of the functional nervous disturbances met with in
soldiers, is one which, on account of its magnitude and importance,
demands serious and frank consideration. Because of the unfortunate
use of such terms as "shell shock" and "war shock," erroneous con-

ceptions have become prevalent both among lay persons and among
physicians. Shock, we should remember, is a surgical condition asso-

ciated with or the outcome of physical trauma, gross and organic,
such as serious injuries of the head, trunk or limbs. It is an acute
condition from which the patient reacts, if he is to recover at all,
within a few hours, almost always within 24. It is this condition to
which the term "shock" was first applied by English surgeons and to
which the term should be limited. The application of the term to the
functional nervous disorders observed in soldiers is greatly to be
deprecated.

SYMPTOM GROUPS

An examination of the reported cases of so-called shell shock or

war shock reveals familiar symptom-groups. The cases can be readily
classified under conditions already well known to neurologists. They
do not differ in any essential particular from those met with after
railroad or other accidents. One need hardly recall the palsies, con¬

tractures, mutism, deafness, blindness and other well known func¬
tional disturbances met with alike after railroad accidents and after
war experiences, to realize their common character; and in reflecting
on their nature, we are at once carried back to the history of railroad
accident cases and their interpretation. We all recall the change that
took place in medical conceptions when the theory of spinal concussion
of Erichsen gave way with increasing experience to the recognition
of the fact that the symptoms were purely functional in character.
Moeli pointed out the mental origin of the symptoms and the rôle
played by fear, fright and excitement. Wilkes, Walton and Putnam
showed that the symptoms were hysterical in nature. Thomsen and
Oppenheim came to similar conclusions though both made reservations
as to the partial existence of organic lesions. Charcot maintained that
the symptoms are exactly the same as can be produced by hypnotic
suggestion ; that they are due to hysteria and nothing but hysteria,
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and that they have no anatomic basis whatever. In two patients dying
of intercurrent affections, one of aneurysm and the other of alcoholism,
and which cases came to necropsy, a careful microscopic study of the
brains and cords (the results.of which were reported by me in a paper
read before this society in 18951) failed to reveal any lesions what¬
ever. We all recall, further, how the terms spinal concussion and
railway spine, once so widely used, were replaced by Oppenheim's
term—the traumatic neurosis. Unfortunately the word neurosis because
of its vague and indefinite meaning failed to convey an adequate con¬

ception of the conditions present. Notwithstanding, the expression
traumatic neurosis soon became the vogue and was universally used.
Later, however, the hysterical nature of the symptoms becoming more
and more evident, it gave way to the expression traumatic hysteria.
For a time, also, such terms as traumatic neurasthenia, and hybrid
expressions such as traumatic hystero-neurasthenia were employed, but
they finally and definitely gave way with an increasing experience to
the term traumatic hysteria.

WHAT IS HYSTERIA?
Time unfortunately will not permit of an exhaustive discussion of

the nature of hysteria. Let us, however, recall to our minds some

elementary though oft forgotten facts; for example, the origin of the
name from the Greek word for uterus, hystera (      ), and the theory
of the wandering uterus of the ancient Greeks ; a theory which per¬
sisted in some form or other down to the days of Lepois, Sydenham
and Willis, when hysteria was finally recognized as a nervous disease.
Subsequently, it was variously regarded as a disease of the spinal cord
or of the brain by Ollivier, Todd, Porter and Georget. Later, Briquet
denied that it had anything to do with the spinal cord or any of the
viscera, but that it had its origin in a dynamic disturbance of those
portions of the brain that have to do with the affects and perceptions.
We all recall the historic clinical studies of Charcot and of his pupils
Paul Richer and Gilles de la Tourette, which in due course followed,
and the elaborate chartings of the symptoms to which these studies
gave rise. Moebius later emphasized the fact that all of the symptoms
of hysteria are psychic in origin, but the next really great advance was
made by Babinski. We all recall Babinski's experience with his 100
consecutive cases of hysteria not previously examined by physicians,
which he tested for hemianesthesia and in which suggestion being
carefully avoided, he failed to elicit the symptom in a single case.
What was true of anesthesia proved to be true of the other symptoms
as well. All are the result of suggestion.

1. Dercum: J. Nerv. & Ment. Dis., August, 1895.
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The next fact of importance to be realized is the following: If we

test a healthy or normal individual for anesthesia, making at the same
time free use of suggestion both direct and indirect, we invariably fail
to develop the symptom. In other words, the normal individual repels,
the hysteric individual accepts the suggestion. It is this vulnerability
to suggestion, this feebleness of resistance, which forms one of the
fundamental features of the neuropathy of hysteria. Further, just
as the reaction of the hysteric subject to suggestion is excessive and
pathologic, so is his reaction to emotional stimuli. That the hysteric
patient laughs and cries more readily than does the normal person is a

fact of common experience. Emotional instability and exaggerated
emotional expression are symptoms of every-day observation. The
hysteric person is more readily frightened than is the normal person,
and both the fright and its manifestations are commonly out of all
proportion to its cause. Very frequently the latter is trivial; so much
so, at times, as to be practically nonexistent. Among the many causes

other than fright which may induce excessive emotional reaction in
hysterical persons, are, as we all know, annoyance, disappointment,
mortification, fancied slights, wrongs or insults, grief, shame, the
shock of sexual experiences, the worry over sexual peccadilloes and
kindred matters.

Given a reaction to suggestion and to emotional stimuli that is
excessive, it follows as a physiologic corollary, that the mental state
should express itself outwardly in an excessive physical reaction.
Thus, the outward manifestations of fright are commonly very great ;
sometimes so much so as to appear to be in excess of any possible
emotion. What is true of fright is, of course, true of all the other
mental states. It is for this reason that an idea communicated by
suggestion expresses itself in hysteric persons with such extraordinary
ease and rapidity in some corresponding outward reaction.

The facts justify no other conclusion than that hysteria is an affec¬
tion which is innate in the individual; the hysterical woman or hys¬
terical man is born, not made. Hysteria, further, is a neuropathy of
degeneracy. Hysterical persons with few exceptions occupy the ranks
of the incapables. They lack endurance, lack persistence, lack fixity
of purpose, lack those staying qualities which are necessary to bear the
strain of life, to meet the exigencies of existence. In keeping with
this fact, heredity naturally plays a large rôle. The hysterical strain
can very commonly be traced from a hysterical mother through her
various children. Again, the family histories may reveal other neuro¬

pathic disorders, mental disease and alcoholism. Charcot and his
pupils regarded hysteria as an affection always inherited ; all other
factors have merely the value of "agents provocateurs" ; the latter are

merely incidental and at most lead to the development of surface and
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outward manifestations ; they do not produce the underlying neuropa¬
thy. That already exists.

It is further significant that cases presenting crass hemiplegia,
hemianesthesia, contractures, blindness, deafness and like symptoms
are found almost exclusively in the outpatient departments of hospitals
and in hospital wards. The private rooms rarely contain them. They
are rarely found among the better middle or higher classes. The
hysterical claimants in the courts, too, are usually at the level of the
outpatient class. There is here a fact of profound biologic significance.
Hysteria when met with in the upper classes usually expresses itself
by a more recondite and more purely psychic group of symptoms ; but
no matter how presented, the facts lead inevitably to the scientific
inference that the neuropathy which we term hysteria is expressive
of a biologic inferiority.

INFLUENCE OF ACCIDENTS IN DEVELOPING SYMPTOMS

Let us now turn our attention to the rôle of accidents in the
development of symptoms and to the influences which determine the
persistence of the latter. Of necessity our consideration must again
be brief. However, we are at once impressed at the outset by the
fact that, in the development of symptoms, trauma unconnected with
fright plays no rôle. It is a noteworthy fact that trauma occurring
during sleep or during surgical anesthesia is never followed by hys¬
teria. Again, it is a matter of common experience, that persons
injured during sports, in gynmnastic exercises, in foot-ball, never

develop hysteria. To these facts it need hardly be added that, in the
absence of the preexisting neuropathy and in spite of the undoubted
presence of fright, trauma likewise fails to develop hysteria ; as wit¬
ness the rarity of the affection in locomotive engineers, firemen, brake-
men, conductors, motor men, iron workers, and the like.

The next truth for us to recognize is that the phenomena of hys¬
teria persist so long as the suggestion which called them forth persists.
A hysterical woman may have a fall and subsequently because of the
associated fright and the suggestion of injury into which the occur¬

rence resolves itself, may present a hysterical paroxysm. Most fre¬
quently persistent hysterical phenomena, such as palsies and anes¬

thesias, do not ensue immediately; indeed, not until some time has
elapsed ; time is necessary for the suggestion of injury to become
fully operative. It is here that the lessons taught by hysteria follow¬
ing accidents which lead to claims for compensation, are especially
instructive. In hysteria evoked by accidents uncomplicated by claims
for compensation, the interval of time is usually short and the later-
developing symptoms, if any, rarely pronounced. The latter, as a rule,
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fade and disappear spontaneously, or readily under the suggestion of
treatment. However, if the attitude of those about the patient, or the
character of the treatment instituted, or ill-advised remarks by the
physician confirm the belief in injury, the symptoms may persist for a

very long time. Especially is this the case if the patient be made an

object of interest, of sympathy, or of coddling care. This is a point
of very great importance, for under such circumstances the symptoms
may persist almost indefinitely. However, in the vast majority of cases

uncomplicated by such factors, the symptoms never become pro¬
nounced; they rapidly subside, and the individual soon resumes his
usual condition.

When we turn to the lessons furnished by hysteria involving claims
for damages, the picture, as we know, is a very different one. The
presence of the element of compensation introduces a factor which
influences alike the development, the intensity and the duration of the
symptoms. Four years ago, in a paper read at the Albany meeting
of this Association, I fully considered this subject, basing my state¬
ments on 447 personally studied cases which presented the character¬
istic picture of accident hysteria. (This paper was subsequently
expanded and has since appeared in book form.2)

The facts influencing the development and the persistence of
symptoms may be illustrated as follows : An individual has been
frightened by an accident; perhaps he has received a few inconse¬
quential bruises or other injuries in themselves insignificant or

perhaps absolutely no physical injuries whatever ; he becomes imme¬
diately the object of care on the part of by-standers and others ; and
sooner or later as a result of the suggestion of injury presented by
the accident, reenforced by incautious questionings and repeated med¬
ical examinations, he develops frank hysterical phenomena

—

weak¬
nesses, palsies, anesthesias or .what not. The pernicious influence of
repeated and needless medical examinations, fraught as they are with
suggestion, cannot be too strongly emphasized. Sometimes even the
initial fright of an occurrence has been slight, has not been evident to
bystanders, or has itself never taken place ; but the patient, as a result
of witnessing the effect of the accident on others, himself develops
hysterical symptoms—usually somewhat later, sometimes after several
days or even a week or two. Perhaps he stood around at the time of
the accident, assisted others, walked about unattended, and yet sub¬
sequently, after suggestion has had time to become operative, he
develops hemiplegia, blindness, deafness, convulsions, or perhaps some
other hysterical manifestation.

2. Dercum : Hysteria and Accident Compensation, Philadelphia, The George
T. Bisel Co., 1916.
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In hysteria ordinarily, the symptoms are often fugitive and shift¬
ing, and often rapidly subside either spontaneously or under suggestion
and persuasion. It is unnecessary to point out again that, on the other
hand, they may be confirmed and prolonged by the injudicious con¬

duct of friends and relatives and especially by an unwise and unneces¬

sary course of treatment. Further, a lesson also applicable to the
hysteria of war, may be gathered from the influence of litigation. The
influence of litigation or rather of the expectation of compensation,
constitutes a remarkable proof of the fact that the symptoms persist
so long as the suggestions which called them forth persist. Under
these circumstances the most radical and persistent efforts at cure fail
unless the suggestions have been eliminated. In the paper read at
Albany just referred to, I placed on record from the large amount of
material at my disposal twenty cases in which the symptoms had been
so pronounced that in each instance the plaintiff had been carried into
court on a stretcher or was—so it was alleged—too seriously injured
to be brought into court at all, and in each of which a speedy dis¬
appearance of symptoms ensued after the claim for damages had been
disposed of ; and this too when the symptoms had persisted for many
months and in a number of instances for several years.

The. foregoing facts in regard to accident hysteria are in general
accord with those presented by other writers. Among the latter may
be mentioned Schultze, H. Sachs, Erben, Ziehen, Huebner, Morselli,
Heynold, Bondurant, Winderscheid, Bailey, Murri, Wallace, Crook,
Malone, K. Mendel, Schaller, Milton, Byron Bramwell, Boone, Dye,
Morselli, Dillon and Sir John Collie.3

HYSTERIA FOLLOWING SHELL SHOCK

When we turn our attention to the hysteria of so-called shell shock,
a parallel series of facts present themselves: (1) as to the preexisting
neuropathy ; (2) as to the occurrences which evoke the symptoms, and
(3) as to the causes which lead to the persistence of the symptoms.
The preexisting neuropathy has been emphasized by Osier,4 Forsyth,5
Mott,5 Adrian and Yealland,5 Wolfsohn6 and by others. In Viets'7
excellent digest of the English literature of shell shock, the facts are

summarized by the statement that "it has been found in a large
majority of cases of shell shock that the patients have a neuropathic

3. Refer to bibliography, Dercum: Hysteria and Accident Compensation,
footnote 2.

4. Osler: J. A. M. A., 69:290, 1917.
5. Quoted by Viets (Note 9).
6. Wolfsohn: J. A. M. A., 70:303, 1918.
7. Viets: J. A. M. A., 69:1779, 1917.
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tendency or inheritance." Viets quotes Forsyth as saying: "In all
cases coming under the writer's notice with symptoms which were

more than mild or transitory, a history of some earlier nervous

troubles, slight or severe, was forthcoming," and further that "the
occurrence of a definite neurosis is to be looked for only in psycho¬
pathic individuals, the onset representing the collapse of what is
already unsound." Again, Adrian and Yealland in a report on 250
cases say : "There are certain mental abnormalities which are present
to some extent in nearly every patient. The majority of patients are

below the average normal intelligence as judged by the Binet-Simon
scale, and others who are more highly equipped prove to have an

unstable history either personally or in the family." Finally, Viets
quotes Mott as saying: "Of even greater importance than the extrinsic
conditions in the causation of military unfitness from exposure to shell
fire are the intrinsic conditions, for if there is an inborn timorous or

neurotic disposition, or an inborn or acquired neuropathic or psycho¬
pathic taint, causing a locus minoris resistentiae in the central nervous

system, it necessarily follows that such a one will be unable to stand
the terrifying effects of shell fire and the stress of trench warfare."

The same general truth is also recognized by G. Elliot Smith and
Pear,8 who express themselves as follows: "It is thus obvious to any¬
one who gives the matter any serious consideration, that the manifesta¬
tion of a severe psychical shock must necessarily be determined in a

large measure by the nature of the mind on which the injury falls.
It would be idle to pretend therefore that, in diagnosis, the story of
the patient's past experience can be left out of account, for the mani¬
festation of the injury will obviously depend largely upon the indi¬
vidual patient's 'mental makeup.' "

In his introductory note to Wolfsohn's6 important paper on the
predisposing factors of war psychoneuroses, Col. Pearce Bailey, gives
a brief summary of the reports of eight medical officers, detailed for
study in shell shock hospitals in England during the summer and fall
of 1917 and, among other things, states that in respect to etiology
these officers all lay much stress on constitutional predisposition.
Wolfsohn's conclusions as to this point are extremely interesting.
He studied 100 cases of war psychoneuroses and found that the vast
majority were among soldiers who had a neuropathic or psychopathic
soil. In 74 per cent, of these cases a family history of neurotic or

psychotic stigmata, including insanity, epilepsy, alcoholism and ner¬

vousness, was obtained, while a previous neuropathic constitution in
the patient himself was present in 72 per cent.

8. Smith and Pear : Shell Shock and Its Lesions, 1917, p. 16.
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CAUSATION OF THE SYMPTOMS

When we turn our attention to the occurrences which evoke the
symptoms, we again find that they do not differ in kind from those
met with in railroad accidents. The intense emotional strain, severe

fright, as well as the vivid suggestion of injury are equally present in
both instances. These are facts so evident that it seems hardly neces¬

sary to emphasize them. Further, the parallelism between shell shock
and railroad accident cases becomes more and more apparent the more

we study the subject. Ames,9 for instance, states that "war shock
never develops in a sleeping man when a shell bursts near him," a

fact which is equally true of persons asleep at the time of railroad
accidents. He tells us further that "crack regiments have fewer men

coming down with war shock as do old regiments with long traditions
of pride." No doubt the reason is that in such regiments neuropathic
individuals have been largely eliminated.

Other facts in close accord with our knowledge of the hysteria
of civil life are also presented by shell shock. Thus Ames states that
throughout the war it has been a matter of continuous comment that
wounded men did not have war shock, a fact in keeping with the
absence of hysterical symptoms in the physical injuries of railroad
accidents. Again, Ames states that the large percentage of war shock
cases have their onset some time after the shock, some of the men

being for several days without any symptoms at all. Here we have
again an exact parallel of the fact observed in railroad cases, namely,
that time is necessary for the suggestion of injury to become opera¬
tive. Other facts are equally significant; for example, Ames tells us

that among officers there is a relatively smaller percentage than among
privates. MacCurdy10 in his discussion of Ames' paper stated among
other things that the paraplegias, the blindness, the mutism, tics, etc.,
occur preponderately among the private soldiers and further said that
this corresponds to the experience in civil life, where functional palsies
are rarely met with outside of dispensary practice. When officers do
suffer, it would appear that they present symptoms largely psychic in
nature, just as do the hysterics met with in the upper classes and
upper middle classes in civil life.

FURTHER OBSERVATIONS

Many other facts suggestive of the psychology of shell shock
might be added. For instance, prisoners of war do not have shell
shock; no doubt partly because to a hysterical subject to be a prisoner
of war implies safety to life and limb, immunity from the dangers of

9. Ames: J. A. M. A., 69:2145, 1917.
10. MacCurdy: J. A. M. A., 69:2146, 1917.

Downloaded From: http://archneurpsyc.jamanetwork.com/ by a Yale University User  on 05/17/2015



battle; at least for the time being. Again, ivounded men, as already
stated, do not have shell shock ; a wound in a hysterical subject implies
removal from the front; dismissal, temporary or permanent. Gaupp,
quoted by Elliot Smith and Pear,8 states, in discussing cases in which
nervous trouble, uncontrollable in nature and intensity, had led to the
patients being kept in German hospitals for months, that it was some¬

times found that the mental foundation which was a causal factor of
these troubles was a more or less conscious anxiety concerning the
possibility of a return to the front. In short, we have here a series
of facts more or less parallel to those noted in the accident cases of
civil life in which both the evoking of the symptoms and their per¬
sistence are dependent on suggestions. These suggestions are often
doubtless subconscious in their operation, at least they are not frankly
admitted by the individual. Finally, the causes cease to be operative
the moment that the suggestion disappears, as witness the practically
immediate recovery of the hysterical claimants for damages when
litigation ceases and the claims have been disposed of.

PREVENTION OF WAR SHOCK

Without further consideration, let us turn our attention next to
the important question of prevention. Can war shock be prevented,
or, if it cannot be prevented, can it be minimized ? Obviously, there is
only one remedy, and that is as rigid an exclusion as possible of
neurotic and neuropathic individuals from the ranks. Others, for
example, Osier and Salmon, have expressed themselves emphatically
on this point. It is the duty of the medical examining boards and
especially of the medical advisory boards to eliminate such persons
with the utmost care. Surely we should profit by the experience of
the countries that have preceded us in the war, notably England, and
as far as possible prevent the accession to the ranks of material not

only worthless for actual fighting, but which greatly reduces the
efficiency of the Army and clogs and clutters its hospitals.

SUGGESTIONS AS TO TREATMENT

Next, what shall we say as to the treatment of cases after they
have occurred? In considering this question, it is most interesting to
note the change which took place in Paris previous to the war, both
in the management of hysteria and in the results achieved. This
change followed Babinski's remarkable and convincing interpretation
of the symptoms. The patients now ceased to be made the objects of
suggestive medical studies, of interest and of special care ; they no

longer occupied the center of the stage ; convulsions, gross palsies or
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other manifestations were alike ignored as though they had no exist¬
ence, and the inevitable result followed. In the summer of 1913,
Babinski stated to me that major hysteria had disappeared from the
hospitals of Paris. This is a remarkable fact and one which must
influence our attitude toward and our treatment of the hysterias of war.

The attitude adopted in France is most interesting and significant,
and may be properly regarded as just and final.

At a joint meeting of the Neurological Society of Paris and the
chiefs of the military neurological and psychiatric centers, on Dec. 15,
1916,11 a discussion was held on the relation of the neuroses and
psychoses of war to dismissal from the service, to unfitness for ser¬

vice and to gratuities. The discussion was most elaborate and detailed.
Those participating in the part on the neuroses were Grasset, Babinski,
Léri, Souques, Henry Meige, Laignel-Lavastine, Dide, Chiray and.
others. After its completion, the following conclusions were adopted :

1. For symptoms purely hysteric (pithiatic) neither dismissal from
the service nor gratuities.

2. For cases in which hysteric (pithiatic) symptoms are associated
with organic affections, either physiopathic or mental, no account is to
be taken of the hysteric manifestations in the evaluation of the degree
of the incapacity.

3. For physiopathic disturbances (nervous disturbances termed
reflex) consecutive to traumatism of war and refractory to a prolonged
treatment : auxiliary service or temporary dismissal with gratuity in
amount proporioned to the functional interference.

4. For neurasthenic states, well marked, even without objective or
mental disturbance ; most often auxiliary service, exceptionally tem¬
porary dismissal with or without gratuities.

These conclusions need no comment and no explanation ; least of
all do they need a defense.

The most potent remedy for shell shock is, as has already been
emphasized, its prevention by the exclusion of individuals unfit for
service. The most satisfactory plan of dealing with it after it has
occurred, would seem to be that instituted by the English. At first
the cases were sent from the evacuation hospitals in France to special
hospitals in England. Here general physiological measures, virtually
a rest treatment, with psychotherapy, occupation and what not were

instituted, but with results that were only partially successful, and
even when patients were supposed to have been restored, they not

infrequently relapsed on the way back to the front.

11. Revue Neurologique, November-December, 1916, p. 750.
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As mentioned by Bailey:6
Quite recently the attitude in respect to the management of this condition

has undergone a marked change. Eighty-five per cent, of all shell shock patients
are not now returned to England at all. It has been found much better to
treat them nearer the front, and any release from military discipline is
regarded as unfavorable for recovery. Moreover, the general methods of
treatment, such as diversional occupation, extra diet and entertainments, have
been replaced by more rapid and much more satisfactory procedures. Elec¬
tricity given for psychic effect, which at first was disapproved, has been found
to be a valuable agent. This is accompanied by strong persuasion. Cases are

reported cured in this way in a few hours which had formerly endured for
months, and had resisted all other methods. The personality of the medical
officer is a most important factor.

It is important to note that as regards dismissal from the service,
the position of the English is identical with that of the French. At
times a rational explanation of the symptoms to the patient has been
efficacious in bringing about their disappearance. Elliot Smith and
Pear8 state:

It has repeatedly happened that as soon as the patient was asked about his
troubles, he made a full statement of all that was troubling him arid was

obviously relieved to confess his worries to some one who took an intelligent
interest in his welfare.

An intelligent man of strong will, whose social relations have hitherto
been normal and happy, might be temporarily "bowled over" by the emotional
stress of the campaign, but after a few explanations he is often set on his
feet again.8

Psychanalysis has been advocated by Adrian and Yealland, and to a
less degree by Eder and by Elliot Smith and Pear. Hypnotism has
been used by Eder and others. In the Paris discussion, Lortat-Jacob
stated, that he obtained good results by appealing to the individual's
sense of honor and by publicly administering an oath. However, after
all is said and done, in a given number of cases, the symptoms persist.

Salmon12 says :

It is evident that the outcome of the war neuroses is good from a medical
point of view and poor from a military point of view. It is the opinion of all
those consulted that with the end of the war most cases, even the most severe,
will speedily recover, those who fail to being the constitutionally neurotic and
patients who have been so badly managed that very unfavorable habit-reactions
have developed. This cheering fact brings little consolation, however, to those
who are chiefly concerned with the wastage of fighting men. The lesson to
be learned from the British results seems clear

—

that treatment by medical
officers with special training in psychiatry should be made available just as

near the front as military exigency will permit and that patients who cannot

12. Salmon, T. W.: The Care and Treatment of Mental Diseases and War
Neuroses (Shell Shock) in the British Army, Ment. Hyg., 1:509, 1917.
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be reached at this point should be treated in special hospitals in France until
it is apparent that they cannot be returned to the firing lines. As soon as this
fact is established military needs and humanitarian ends coincide. Patients
should then be sent home as soon as possible. '

Should we in this group of cases, institute an elaborate physiologic,
a Weir Mitchell plan of treatment ? I should answer no ; at least, not
for an extended period of time. Further, under no circumstances
should the patients be released from military discipline, although for
obvious reasons it may prove best not to attempt to utilize them again
at the front. It would also to me seem wisest after an interval to
inform them of this decision. Forsyth tells us that "if the patient
knows he will not return to trench warfare, he will make a more rapid
recovery." Such cases may later prove useful in auxiliary service.

After all, however, the proper remedy for shell shock is the strict
exclusion from the draft of material alike unserviceable, contaminat¬
ing and demoralizing and most expensive from the point of view of
military economics. Of course, the line should be drawn as sharply
as possible between out and out malingering and hysteria. In this
connection the willingness to deceive and exaggerate, not infrequently
seen in hysterical subjects should also be borne in mind. However,
with Gaupp, I am not inclined to look on the pure hysteric as neces¬

sarily a malingerer. The hysterical person is one burdened -with a

defective organization, which is, as I have already phrased it, expres¬
sive of a biologic inferiority.

Finally, it should be remembered that the conclusions of the
Neurological Society of Paris and of the chiefs of the Neurological
and Psychiatric Centers do no injustice to the sufferers from pure
nervous exhaustion. That under the severe nervous overstrain of
war, fatigue symptoms should present themselves and often in a pro¬
nounced degree, is no more than could have been expected ; but this is
a very different matter from shell shock.
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